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PYELONEPHRITIS has been found to be very common in post-
mortem material1 and bacteriologists2, 3 and clinicians4 have

therefore been trying to identify the patients during their lifetime.
The present inquiry concerns the prevalence, during one year, of
symptoms of inflammation of the urinary tract in a known practice
population living in Lowestoft. This population varied from 7,136 to
7,521 during the year and the average number at risk was 7,317. On
1 January 1964, the practice population was 7,311. During the year
1 July 1963.30 June 1964, all cases of urinary tract inflammation.
regardless of whether they might be classified as new, recurrent or

continuing.seen by the doctors in the partnership, were notified
to one doctor (N.B.E.) acting as recorder. A date-of-birth register
is kept in the practice (about one per cent of the dates of birth were

unknown) and the date of birth of all patients with urinary tract
inflammation was noted. The percentage of cases occurring in each
age and sex group was calculated from the notification figures for
each year of birth and the numbers in the date-of-birth register as
it stood on 1 January 1964.
The criteria for diagnosis of urinary tract inflammation were

clinical, and cases were admitted only if they had any of the following
signs and symptoms: pain on micturition, frequency of micturition or
tenderness of one or both kidneys. Other urinary tract symptoms,
such as urgency of micturition, double micturition (i.e. the need to
micturate almost immediately after micturition has taken place; it
is probably symptomatic of vesico-ureteric reflux); pain and tender¬
ness over the bladder, and renal pain (other than renal colic) were
often recognized. Many patients saw us for such local urinary
tract symptoms, but many others presented with symptoms remote
from the urinary tract. Common among these were frontal head¬
ache, pallor.out of proportion to any anaemia which might be
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present (it is recognized that some patients with urinary tract
inflammation have a red, shiny complexion), insomnia, depression.
sometimes severe, debility and a feeling of abdominal bloating. The
polysymptomatic patient often labelled as a

* chronic neurotic'
should be examined for evidence of urinary tract inflammation.
Although no attempt was made to undertake systematic bacteri-

ological investigation of our patients, it was often noted that mid-
stream specimens of urine were reported on as being normal in
respect of bacterial and cellular content. It is apparent that many
typical examples of urinary tract inflammation would have been
excluded if bacteriological or cytological criteria had been used in
diagnosis. We felt, on the other hand, that it was our primary task
as clinicians to identify clinical cases.
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Figure 1
Distribution by age and sex of cases of inflammation of the urinary tract notified

in one year.

Figure 1 shows the percentage of patients notified in one year in
each age and sex group as suffering from inflammatory disease of
the urinary tract. Although errors of diagnosis may have occurred,
it is felt that these were few, but that there may be many further
undiagnosed cases in our practice population. Pyelonephritis in
infants and children is usually overlooked,6 and many adults have
symptoms of such chronicity, that they have come to terms with them
and ceased to ' bother the doctor \ No special effbrts were made
to bring these patients to light. New cases starting in the study year
but not reported till later have been met with and will continue to
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arise and these have been excluded from this series. No attempt
was made to find cases of asymptomatic bacteriuria.

Four hundred and fifty-two patients with urinary tract inflam¬
mation (62 per thousand persons at risk) consulted us in the course
of the year, and of these females numbered 369 and males 83, a ratio
of females to males of 4.4 to 1. Loudon6 finds a ratio of 5 females to
1 male in his practice. In the age-group 15 to 39 years inclusive, the
ratio of female to male cases was 10.5 to 1. Of the 1,305 females
in this age-group, 210, i.e. 16 per cent consulted us for this condition,
the peak being at age 31 (born in 1932). Of 44 females born in 1932,
15 consulted us for symptoms of urinary tract inflammation. The
incidence in males rises late in life.
Our notification forms asked for information about renal tender-

ness in the notified cases. A standard method of eliciting renal
tenderness was adopted, whereby the patient was instructed to sit up
and lean forward, and the doctor then lightly percussed the back with
the closed fist from the mid-thoracic to the mid-lumbar region.
Renal tenderness was recorded if the patient winced or complained
of pain when percussed over the renal angle (table 1).

TABLE I
Renal tenderness

Just over 50 per cent of both females and males complaining of
symptoms of urinary tract inflammation were found to have renal
tenderness. In other words, 3.4 per cent of our total practice popula¬
tion were found to have tenderness of one or both kidneys in the
course of one year. We regard renal tenderness as being primafacie
evidence of inflammation of the kidney.
An attempt was made to analyse our cases into categories as new,

recurrent or continuing. Recorded as * new' were those patients
who stated that they had not had a previous attack, under * recurrent'
were recorded those patients who remembered previous attacks, and,
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if the illness had continued into the year of study, the case was
recorded as 'continuing'. Experience showed that this was not an
entirely satisfactory classification on account of errors of recollection
on the part of the patient and also, by definition, a few continuing
cases were of recent origin. The category ' recurrent' includes
patients, who have had a new attack after a long interval and at the
other extreme, those in whom the recurrence may merely be an
exacerbation of a continuing underlying disease. Despite these
imperfections, this analysis (table II) gives some indication of the
type of case we were encountering.

TABLE III
TABLE II ANALYSIS OF NEW FEMALE CASES BY

TYPE OF CASE ENCOUNTERED DATE OF BIRTH

Category Female Male Total Date ofbirth Total New

New.. .. 102 41 143 -a
Recurrent .. 190 30 220 1948 and after .. 24 9
Continuing .. 71 11 82 1938 to 1947 incl.. . 89 45
Not stated ..j6 1 7 1937 and earlier.. 258 48

Even allowing for errors in recollection, the large number of ' new'
female cases is difficult to interpret. Table III sets out an analysis
of these by date of birth.
The female group born in 1938 to 1947 inclusive contains 550

persons and it is probable that persons of this age will remember
previous attacks. It is clear that at the present attack rate, the
majority of females will experience an attack before reaching the
age of 26. It is possible that the high incidence of new attacks in
this group of young patients is a manifestation of an increase in
incidence of inflammatory disease of the urinary tract.
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